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Distraction is an intuitive way of coping with pain and often used in children’s 
pain management [55,65]. The existing reviews on the effectiveness of distraction in 
children generally report small to moderate positive effects in pain reduction 
[13,20,47,63,65,73]. However, results are heterogeneous and were collected using 
different pain measurement tools, research settings, and individuals delivering the 
distraction [13,63,73]. This may point to the role of moderating variables [24,47] in these 
effects. This study investigates the role of executive functioning as a moderator of 
distraction effectiveness in reducing pain.    
Executive functioning refers to several cognitive functions (e.g., goal-shielding, 
attentional control, problem-solving, self-regulation) [41,42,45]. Research has identified 
three important executive functions: inhibition (i.e., the ability to inhibit dominant 
automatic or prepotent responses), task switching (i.e., the ability to shift between 
multiple tasks operations or mental sets), and working memory (i.e., updating and 
monitoring information on an ongoing basis) [28,42,54,60]. These functions share a 
small common variance but are generally considered unitary constructs 
[3,16,66,67,42,60].  
Executive functioning involvement has been hypothesized as critical in distraction 
effectiveness [53,82]. It has been argued that distraction task engagement, and 
consequently, the effectiveness of distraction, increases in individuals with better task 
switching, inhibition and working memory skills. It is likely that these individuals have 
greater ability to (1) switch to the distraction task whenever pain interferes [22,23], (2) 
inhibit the predominant response of attending to the pain and resist distruption by pain 
3 
 
[30,61], and (3) maintain focus on distraction tasks and prioritize information in working 
memory relevant to ongoing tasks [17,18, 19,29]. Research investigating this hypothesis 
has mainly focused on the role of working memory [53], indicating that working memory 
minimizes the interference of goal-irrelevant distracters, and plays a role in visual, 
auditory and tactile attention [17,18,51]. Also, less pain is reported when distraction 
tasks requiring higher working memory engagement are used [8]. Research 
investigating the role of inhibition and task switching in attentional pain control is scarce. 
One preliminary study in university students has found a relationship between executive 
functioning and distraction task engagement, with particular support for the role of 
inhibition, but no relationship with distraction effectiveness was found [82]. As this was 
the only study using the current paradigm, we sought to explore this question in 
children. Research on the relationship between executive functioning and distraction 
effectiveness in children is, to our knowledge, non-existent. However, because of the 
large diversity in executive functioning at different ages [11,42], research in a pediatric 
population has the potential to facilitate the detection of effects of executive functioning 
on distraction task engagement and distraction effectiveness, and may therefore make 
an important contribution.  
In this study, schoolchildren first performed general executive functioning tasks 
and subsequently performed a cold pressor test (CPT). Participants were randomly 
assigned to distraction or control groups. We hypothesized that executive functioning 
would moderate the relationship between group and distraction effectiveness, indicating 
that children with better executive functioning abilities would benefit more from 
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distraction. Additionally, we explored the relationship between executive functioning and 
distraction task engagement.  
METHOD 
Participants 
A total of 239 schoolchildren (9-19 years) from nine elementary and high schools 
in Ghent (Belgium) were invited to participate in a cold pressor experiment. Children 
were randomly recruited (by means of a computerized program) from a sample of 1015 
schoolchildren, who participated in a large questionnaire study on pediatric pain, and 
consented to be re-contacted for experimental research [83]. Forty-eight declined to 
participate, mainly due to lack of interest or time. Eleven met one of the exclusion 
criteria, namely previous experience with the cold pressor task (N=2), heart conditions, 
cuts and sores on the hand to be immersed, chronic pain (N=3), epilepsy, 
developmental disorders (autism and ADHD) (N=2), color blindness (N=3), dyslexia or 
poor comprehension of the Dutch language (N=1). One hundred and eighty children 
remained (98% Caucasian), but due to scheduling problems and time constraints, only 
174 actually participated (response rate 97%). Data from 12 children were excluded 
from further statistical analysis: Five participants did not endure the cold pressor task for 
1 minute (control group: N=4, two girls, Mage =11.00 years, SD=0.82 years; distraction 
group: N=1 girl, 12 years), one participant made too many errors on the distraction task 
(3 SDs above the group error mean), two participants (both in the distraction group) 
reported not experiencing pain during the CPT, one participant reported having severe 
chronic pain at the time of testing despite previous screening, and three participants’ 
trials were subject to technical problems. The remaining sample consisted of 162 
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children (control group: N=84, 40 girls, Mage=13.80, SD=2.68; distraction group: N=78, 
42 girls, Mage=13.95, SD=2.55). 
All children were Belgian and reported good health and psychological 
functioning. A minority of the sample reported minor medical problems (20%), in most 
cases allergies and asthma. Seventy-four percent of the children’s parents were married 
or cohabiting. Sixty-nine percent of the mothers and sixty-three percent of the fathers 
were educated beyond the age of 18 years. Children and parents participated 
voluntarily and received reimbursement to cover transport costs (25-35 euro). Both 
provided a written informed consent (and assent where applicable) and were fully 
debriefed after the experiment. The experiment was approved by the ethical committee 
of the Faculty of Psychology and Educational Sciences of Ghent University. 
Materials and measures 
Sample characteristics 
Socio-demographic characteristics of the child and parents (e.g., child’s sex, age, 
psychological and physical health (open questions), education level, parents’ current 
profession, family situation, etc.) were obtained by means of an ad hoc questionnaire, 
which was completed by the parents.  
Pain experience (PPQ) 
Children’s pain experience prior to the experiment was assessed with six items 
based on the Varni-Thompson Pediatric Pain Questionnaire (PPQ; [79]). Children were 
asked to indicate whether they had experienced pain during the past two weeks 
(yes/no). Overall pain intensity (4-point scale: 0=“a little bit” to 3=“very much”) and 
frequency (4-point scale: 0=“once” to 3=“all the time”) were also assessed. Using an 
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adapted visual/numeric analogue scale (VAS/NRS), children indicated the worst pain 
they experienced during the last two weeks (0=“no pain” to 100=“very much pain”). 
Further, participants were asked to indicate all pain locations on a manikin figure. 
Finally, participants were asked to indicate on the VAS/NRS (0=“no pain” to 100=“very 
much pain”) the pain they experienced at the moment of testing.  
Cold pressor task (CPT) 
Children participated in a pain-inducing cold pressor task (CPT) [86]. The cold 
pressor apparatus was a metallic water container (type Techne B-26 with TE-10D, size 
53 x 32 x 17cm). Inside the apparatus, a circulating water pump (type Techne Dip 
Cooler RU-200) was used to prevent heat formation around the immersed hand [86]. 
We used a fixed immersion paradigm (i.e., immersion during a fixed time interval), in 
which children immersed their hand for 1 minute, rather than a tolerance paradigm (i.e., 
immersion until the pain can no longer be tolerated). Tolerance paradigms are less 
useful in experiments with youth participant groups that encompass a broad age range, 
as younger children tend to tolerate the cold pressor task for a shorter period of time 
than do older children [43], and the pain experience may be confounded by variance in 
immersion duration [23]. By using a fixed immersion interval, each participant 
experienced the same physical stimulation conditions. The water temperature was kept 
constant at 12°C. Previous research has revealed that this temperature and 1 minute 
immersion duration creates a painful stimulus of moderate pain intensity and is suitable 
for investigating distraction effects [81,82]. A highly intense pain stimulus was 
considered undesirable in this experiment as distraction is argued to fail for high intense 
pain [24].  
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To standardize the hand temperature, children were asked to immerse their hand 
in a container filled with water of room temperature (21°C) (type Julabo TW20, size 56 x 
35 x 32cm) prior to cold water immersion.  
Distraction task  
The distraction task used was the Random Interval Repetition task (RIR; [76,77]). 
This well validated tone-detection task has been shown to be highly attention-
demanding [76,77] and successfully used as a distraction task in previous research 
[32,74,82] in older populations. In the present study, children were instructed to respond 
as quickly as possible to tones (tone duration=150ms; tone pitch=750Hz, total task 
duration=1min) generated by a computer (ASUS L2000). Responses were given by 
means of a button pressing device. In this experiment, we used an adaptation of the 
original RIR-task. In the original task, tones are presented at stimulus-stimulus interval, 
with a randomly chosen inter-stimulus-interval of 900 or 1500ms. Younger children, 
however, may need more time to respond to the tones compared to older children, 
leaving them with less time to prepare cognitively for the next tone. Therefore, we 
presented the tones at stimulus-response interval (i.e., the next tone is presented at a 
random stimulus interval of 900 or 1500ms after responding to the previous one). By 
giving everyone an equal amount of time to prepare for the next tone, we made the task 
equally difficult for children of all ages. Tones were presented through headphones 
(Sony MDR-V150).  
It has been argued that distraction tasks may only work when they are 
motivationally relevant [75]. Therefore, a financial reward was given to enhance the 
motivation to perform the distraction task [81]. Financial rewards are considered to be 
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very influential and are often used to increase motivation in experimental research in 
adults and children [7,48]. Research has shown that the interest in and the 
understanding of money rapidly increases between the age of 5 and 7, and is fully 
established at the age of 8 [6,34]. In this study, participants could win 10 eurocents 
every time they pressed the button quickly and accurately. If the response was given 
too late or inaccurately, they could lose 10 eurocents. After the experiment, participants 
received 3, 4 or 5 euro for their task performance. This amount was randomly assigned 
and was unrelated to the actual task performance.  
Distraction task engagement 
Task performance served as a behavioural measurement of distraction task 
engagement. We calculated children’s reaction time (RT) and response variation (SD), 
excluding anticipations (RTs<100ms) (2%), non-responses (1%) and outliers (RTs>3 
SD above the individual mean) (2%) [32,74,81]. Errors were calculated by summing the 
number of anticipations and non-responses.  
Self-reported distraction task engagement was examined with two items: children 
in the distraction group were asked to indicate how much “attention they paid to the 
task” and “how important it was for them to perform the task well”. Task difficulty was 
also assessed. All items were scored on a 0 to 100mm scale, labelled at 0mm (‘not at 
all’), 25mm (‘a little bit’), 50mm (‘quite a bit’), 75mm (‘a lot’) and 100mm (‘very much’). 
While the use of these inter-anchor markers are not necessarily standard on rating 
scales, we chose to use them to reduce variance related to developmental trends where 
children may be biased in their responses toward the end anchors [31]. 
Self-reported attention to pain 
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Attention to pain was assessed with two items: children were asked to indicate 
how much attention they paid to the pain and the degree to which they were able to 
distract from the pain during the CPT, using a 0 to 100mm scale. The scale was labelled 
at 0mm (‘not at all’), 25mm (‘a little bit‘), 50mm (‘quite a bit‘), 75mm (‘a lot’) and 100mm 
(‘very much’). An “attention to pain” score (range -100 to +100) was calculated by 
subtracting the ability to distract from pain from the amount of attention paid to pain. The 
higher the score, the more attention was paid to pain during the CPT. We chose to use 
this composite measure of attention to pain given the possibility that the interaction 
between distraction and attention to pain could involve other processes including the 
ability of a person to switch attention toward and away from pain when completing a trial 
and between trials. Given such a possibility, we posit that this composite measure is 
important to employ rather than simply using a direct rating of attention to pain. This 
measure provides a more sophisticated indicator of potential processes engaged during 
the complex process of distraction from pain.  
Self-reported pain during the cold pressor test (CPT) 
Pain experience during the CPT was assessed through self-report. We assessed 
the pain after the CPT to avoid interference with the distraction process [22,23]. To 
avoid memory bias we assessed the pain immediately after the removal of the hand 
[50]. Pain intensity was assessed with two items (α=.92): children were asked to 
indicate the worst pain and the pain just before the end of the immersion on a 0 to 
100mm scale, labeled at 0mm (‘no pain’), 25mm (‘low pain”), 50mm (‘moderate pain’), 
75mm (‘most intense pain’) and 100 mm (‘enormous pain’). These two measures have 
proven to be valid indicators of the pain experience during the CPT [46] and have been 
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used in previous distraction research [81,82]. A total pain intensity score was calculated 
by adding the two pain intensity items (range 0-200). Pain affect was assessed with two 
items (α=.52): children were asked to indicate how unpleasant the cold pressor 
experience was and how anxious/tense they were during immersion (-
50=‘relaxed/pleasant’; +50=‘very anxious/unpleasant’). A total pain affect score was 
calculated by adding the two pain affect items (range -100 to +100). 
Executive function tasks 
Inhibition  
Response inhibition and resistance to distractor inhibition are related, but 
resistance to proactive interference is not [30]. It can be expected that prepotent 
response inhibition and resistance to distractor intereference inhibition are related to the 
attentional control of pain. Response inhibition was assessed with the anti-saccade 
task, as used by Miyake et al. [60]. This task is a modification of the original anti-
saccade task [25], as it uses manual key presses instead of eye-movements. Task 
completion took approximately 10 minutes. Each trial started with a white fixation cross 
that is presented against a black background in the middle of the computer screen (HP 
Compaq nc6120, 15 inch) with a variable duration (one of nine presentation times 
between 1500ms and 3500ms in 250ms intervals). Then a visual cue (white square, 1.5 
x 1.5cm) is presented on one side of the screen for 225ms, followed by a target stimulus 
(arrow inside an open square, 6.7 x 6.7cm) on the opposite side for 150ms before being 
masked by white cross-hatching. Participants are asked to indicate the direction of the 
arrow by pressing the corresponding keyboard key (J=left, I=up, L=right). This task 
requires participants to inhibit the automatic response of looking at the cue because this 
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hampers the identification of the direction of the target. Children were tested 
individually. They received on-screen written instructions and started with a short 
practice phase of 18 trials and subsequently performed 90 experimental trials. Error 
feedback was given on-screen. Reaction times were computed after removing 
anticipations (RT<100ms) and outliers (RT>3 SD above the individual mean) [81]. 
Reaction times served as the dependent variable. Lower reaction times refer to better 
inhibition abilities.   
Interference inhibition was assessed with the Stroop colour-word test [41,70].  
This test consists of three cards, each displaying 100 stimuli arranged in five columns of 
20 items each. The first card (‘words’) displays colour names (blue, green, red and 
yellow) written in black ink. Children are instructed to read the words as fast as possible. 
The second card (‘colour’) displays colour bars (blue, green, red and yellow). Children 
are instructed to identify the colour as quickly as possible. The third card (‘interference’) 
displays colour words (blue, green, red and yellow) which are printed in a conflicting 
colour. Children are required to identify the ink colour and inhibit the automatic tendency 
to read the word. For each card the total reading time as well as the amount of errors is 
calculated. An interference score is calculated by subtracting the total time to read the 
second card from the third card. This score provided an inhibition measure and served 
as the dependent variable. Lower interference scores reflect better inhibition abilities.  
Task switching 
Task switching ability was assessed with a variant of the task switching paradigm 
developed by Meiran et al. [58], which is often used to measure switching ability [15,78]. 
Task completion took approximately 7 minutes. Children were instructed to switch as 
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quickly as possible between two randomly presented reaction time computer tasks 
(50% colour identification task, 50% shape identification task). Each trial started with the 
presentation of the cue “colour/shape” on a computer screen (HP Compaq nc6120, 15 
inch) for 400ms. After a cue-stimulus interval of 100ms, a target (blue or yellow triangle 
or circle) was presented for 500ms. Children were instructed to indicate whether the 
target was blue or yellow, when presented with the cue “colour” or whether the target 
was a circle or triangle when presented with the cue “shape” by pressing the 
corresponding keyboard key (F=yellow/triangle, J=blue/circle). Stimuli remained visible 
until response or until response time had elapsed (4000ms). The response-stimulus 
interval was 1500ms. Children performed a switch trial when the current task differed 
from the task on the previous trial (colour/shape task or shape/colour task) and a 
repetition trial when the current task was similar to the task on the previous trial 
(colour/colour task or shape/shape task). Generally, it takes longer to perform a switch 
trial than a repetition trial, creating a switch cost [58]. Reaction times were calculated 
after removing the first trial of each block as well as error trials (10%) and trials 
preceded by errors (8%) [58]. Anticipations (RT<200) as well as outliers (RT>3 SD 
above the individual mean) (2%) were also removed. Children were tested individually 
and received on-screen written instructions. The experiment started with a short 
practice phase of 16 trials which was followed by a test phase of 128 experimental 
trials, divided in two blocks. A short break was introduced after the first block. Only in 
practice trials error feedback was presented on-screen for 500ms. Switch cost was 
calculated by subtracting reaction times on repetition trials from reaction times on 
13 
 
switching trials (RTswitch - RTrepitition) and served as a measure for task switching ability. 
The higher the switch cost, the lower the switching ability.   
Memory capacity 
Memory capacity was assessed with the ‘digit span’ subscale of the Dutch 
version of the Wechsler Intelligence Scale for Children (WISC-III NL). Research has 
shown that the WISC-III NL is reliable and valid [26,49]. Children are presented a 
sequence of numbers which they are instructed to repeat initially in the same direction 
(8x2 trials) and subsequently in the reverse direction (7x2 trials). Number sequence 
starts at two numbers. For each trial a number is added. The maximum sequence is 9 
(forward) and 8 (backward). Children are given two chances to repeat each sequence 
length. When they missed both trials, the test was aborted. Total WISC-III scores for 
memory capacity were calculated by summing backwards and forward scores and 
served as dependent variable. On this test a higher the score represents better memory 
capacity.  
Experimental manipulation 
Children were randomly assigned to a distraction group, in which attention to 
pain during the CPT was manipulated using the attention-demanding RIR task, or a 
control group, in which no distraction task was performed.  
Procedure  
Parents were contacted by phone and received standardized information 
about the experiment. They were informed that their child would be asked to perform 
a cold pressor task, in which they should try to immerse their hand in cold water for 
one minute. They were told that their child would be asked to perform several other 
14 
 
tasks, which would then be related to the child’s pain experience. Parents were 
informed that their child could stop the experiment at any time and were told that they 
would receive a reimbursement to cover transport costs. When parents agreed to 
participate, exclusion criteria were discussed. When their child did not meet any of 
the exclusion criteria, an appointment was made. Parents received a confirmation to 
participate and a transportation map by mail.   
Upon arrival, parents and the participating child received information about the 
experiment and provided informed consent. Children were told that “…they would be 
asked to complete several questionnaires, perform several tasks, namely  a ‘colour task’ 
(Stroop), two ‘computer tasks’ (anti-saccade task and switching task), a ‘memory task’ 
(digit span task), and a ‘cold pressor task’ (CPT), in which they should try to immerse 
the left hand in cold water for one minute…”. They were informed that “…the cold 
pressor task, is generally experienced as unpleasant and painful, and is safe and often 
used in pain research…”. Children were told that the aim of this experiment was to 
investigate ‘pain experience’ and were unaware that this experiment examined 
distraction from cold pressor pain. That way, potential placebo effects were kept at a 
minimum [5,80]. Parents were seated in a waiting room where they completed the 
socio-demographic questionnaire and were offered the possibility to participate in 
another study, which was of no relevance for the current study [83].  
After performing the executive functioning tasks that were approximately 30 
minutes in duration, the children received standard information about the cold pressor 
procedure, and immersed their left hand for 1 minute in the room temperature tank to 
standardize hand temperature [86]. Before the cold water immersion, children in the 
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distraction group received information about the distraction task. They were instructed 
to “… focus on the task during immersion…” and were informed that “…it was important 
to perform the task well…”. They were instructed that they “…could earn 10 eurocent 
every time they pressed the button fast and accurately and lose 10 eurocent every time 
they pressed the button too late or inaccurately, with the possibility to earn a maximum 
of 6 euro, which they would receive at the end of the experiment…”. Children in the 
control group were instructed to “…keep their mind on the cold water and the pain they 
experienced…” [56]. Finally, children in both groups were instructed to “…immerse their 
hand and wrist, not to form a fist and not to move their fingers…” [86]. After instructions, 
children immersed their left hand in the cold water container for one minute. 
Immediately following the cold water immersion, participants answered questions about 
the pain experience [50]. Children in the distraction group also completed the distraction 
task questions. The cold pressor procedure ended with hand submersion for 1 minute in 
the room temperature tank to recover [86]. During the cold pressor test, the researcher 
stayed in the room, and sat behind a screen to minimize contact with the child. After the 
cold pressor test parents and children were fully debriefed.  
Data-analysis 
Data were analyzed by using SPSS 15.0. First, descriptive analyses were used 
to investigate distraction task engagement and its relationship with executive functioning 
abilities. Second, we examined overall differences in attention to pain, pain intensity, 
and pain affect between the distraction and control group by means of ANOVA 
analyses. Effect sizes were calculated by using Cohen’s d (0.20 ‘small’, 0.50 ‘medium’ 
or 0.80 ‘large’ effects) [14]. Third, we examined the role of executive functioning in the 
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effectiveness of distraction with a series of moderator-analyses [40]. All variables 
entered in these analyses were centred [1].  
RESULTS 
Descriptive statistics  
 
Sample characteristics 
The majority of the sample (77%) experienced pain during the two weeks prior to 
the study, which was mostly described as low (30%) or moderately intense (58%). Leg 
pain (42%), stomach ache (18%) and pain in other parts of the body (e.g., hands, feet) 
(33%) were the most frequently reported. The majority of the sample reported having 
experienced pain once (24%) or a few times (61%) during the past two weeks. At the 
moment of testing, 48% reported being pain free, the other half reported some type of 
pain (also pain from bumps and bruises), which was of low intensity (M=15.20, 
SD=16.39, range 0-100). The distraction and control group did not differ in the pain 
experienced before the experiment (occurrence: χ2(1)=.46, p>.10; intensity: all t<1, 
p>.10), the current experienced pain (t(160)=1.01, p>.10, d=.16), age (t(160)=-.37, 
p>.10, d=.06) and sex (χ2(1)=.63, p>.10).   
Executive functioning abilities 
Descriptive analyses (Pearson) showed a significant relationship between 
interference inhibition and response inhibition (r=.25, p<.01), suggesting that these 
constructs overlap conceptually but generally measure different constructs of inhibition, 
as previously discussed. Interference inhibition was related to working memory (r=-.23, 
p<.01) whereas all other executive functioning measurements were not interrelated (all 
r<.14, p>.05).  
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Furthermore, Pearson correlations showed an association between executive 
functioning abilities and age, indicating that response inhibition (r=-.39, p<.001), 
interference inhibition (r=-.50, p<.001) and working memory abilities (r=.28, p<.001) 
improved with age. Subsequent analyses were therefore conducted controlling for age 
statistically. Independent sample t-tests showed no overall differences in executive 
functioning between boys and girls (all t<1.83, p>.05, d<.30). 
Finally, independent sample t-tests showed no differences between the 
distraction group and the control group in response inhibition (Mcontr=443 ms, SD=130, 
99% correct; Mdistrac=435 ms, SD=127, 98% correct), interference inhibition 
(Mcontr=31.27, SD=14.55; Mdistrac=31.44, SD=15.75), switching ability (Mcontr=226 ms, 
SD=188, 89% correct; Mdistrac=219 ms, SD=186, 91% correct) and working memory 
(Mcontr=15.10, SD=3.36; Mdistrac=14.85, SD=3.43) (all t<1, p>.10, d<0.08).  
Distraction task measures  
Descriptive statistics indicated that age was not related to task difficulty (r=-.12, 
p>.10), attention toward distraction task (r=.05, p>.10) and attention toward pain (r=-
.004, p>.10), suggesting that task difficulty and level of distraction related to the task 
were not significantly different across children of all ages.  
Descriptive analyses were conducted to investigate distraction task engagement 
(see Table 1). Results showed that children in the distraction group completed the 
distraction task quickly (RT:M=254, SD=69) and accurately (Errors:M=3%, SD=3%), 
with little variation in response time (SD: M=69, SD=30). Furthermore, children on 
average reported to have paid much attention to the task (M=77, SD=25). They reported 
finding the task moderately important to perform well (M=57, SD=24). Pearson 
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correlations showed a relationship between distraction task performance and response 
and interference inhibition. More precisely, results showed that with better response 
inhibition abilities the distraction task was performed faster (r=-.29, p>.05). Further, with 
better interference inhibition abilities, distraction task performance was higher (r=.32, 
p>.01). Furthermore, task performance was related to working memory, indicating a 
decrease in the number of errors made on the distraction task for those with better 
working memory skills (r=-.38, p<.01). Self-reported distraction task engagement was 
associated with switching abilities, indicating that with better switching abilities more 
attention to the distraction task was reported (r=-.26, p<.05).  
- INSERT TABLE 1 – 
Overall effects of distraction on attention to pain, pain intensity and pain affect  
ANOVAs were conducted to examine overall differences in attention to pain, pain 
intensity and pain affect between the distraction and control groups. Attention to pain 
composite scores were not significantly different from simple ratings of attention paid to 
pain. Results indicated that children in the distraction group reported significantly less 
attention to pain (M=-34, SD=36, min=-100, max=25) than controls (M=23, SD=38, min= 
-69, max=100) (F(1,160)=96.17, p<.001, d=1.54), indicating that our distraction 
manipulation was indeed successful. However, no overall differences were found in pain 
intensity (Mcontr=96, SD=47, min=17, max =200; Mdistr=89, SD=46, min=5, max= 200) 
and pain affect (Mcontr=9, SD=42, min= -100, max=90; Mdistr=9, SD=36, min= -85, 
max=85) between the distraction and control group (all F<1, p>.10, d<.16).   
Impact of executive functioning on distraction effectiveness  
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To examine the impact of influencing factors on the effectiveness of distraction, a 
series of moderator analyses were carried out. In these analyses, attention to pain, pain 
intensity and pain affect served as dependent variables. In the first step, we controlled 
for age and sex. Group allocation and executive functioning measurements were 
included in the second step. In the third step, we entered the interaction terms of group 
with executive functioning measurements. Results showed a main effect of group on 
attention to pain (β=-.61, t=, p<.001). Furthermore, an interaction effect of group by 
working memory was found on attention to pain (β=-.14, t=-2.16, p<.05), indicating that 
with better working memory skills, there was more attention toward pain in the control 
group than in the distraction group. No main or interaction effects were found on pain 
intensity (all β<.14, p>.10). Finally, results showed main effects of working memory (β=-
.19, t=-2.31, p<.05) and response inhibition (β= .17, t=1.99,  p<.05) on pain affect, 
indicating that with better working memory and inhibition abilities, pain affect decreased 
during the CPT.  
- INSERT TABLE 2 - 
DISCUSSION 
This study investigated the role of executive functioning as a moderating factor of 
distraction effectiveness in children. Our distraction manipulation was successful in that 
children in the distraction group reported paying significantly less attention to pain than 
controls. However, distraction was ineffective in reducing pain intensity and pain affect 
during the CPT. Executive functioning was associated with engagement on the 
distraction task, but did not moderate distraction effectiveness.  
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Although children in the distraction group were engaged in the distraction task 
and reported less attention to pain than controls, distraction was found to be ineffective 
in reducing pain intensity and affect during the CPT. This finding contradicts studies that 
have found beneficial effects of distraction [47,73,84], but corresponds to other studies 
that have not found any effect of distraction [4,9,10,43,57]. However, these studies have 
all been in pediatric populations. Heterogeneous findings may point to the role of other 
moderating factors not measured in this study.  
Of additional interest is the finding that executive functioning was related to the 
overall experience of pain. More precisely, results indicated that children with good 
inhibition and working memory abilities overall experienced less pain affect during the 
CPT. This implies that executive functioning abilities might be involved in complex ways 
in the experience of pain. This hypothesis finds support in neuroimaging studies. For 
instance, the dorsal anterior cingulate cortex and the dorsolateral prefrontal cortex, 
considered important structures of executive functioning [45,59], are involved in the 
attentional control of pain [2,72]. Other support is found in a behavioral study [62] that 
showed a relationship between inhibition and pain tolerance. Future research should 
explore the relationship between executive functioning and aspects of pain experience. 
Results showed that executive functioning did not moderate the effectiveness of 
distraction, suggesting that neither high nor low executive functioning benefitted from 
distraction. These results are in line with a preliminary study in young adult university 
students that also did not find a relationship between executive functioning and 
distraction effectiveness [82].  It is however premature to conclude that executive 
functioning does not influence distraction effectiveness, as a relationship was found 
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between executive functioning and distraction task engagement. More precisely, our 
results indicated that while the distraction task did not reduce pain intensity, our findings 
are consistent with existing cognitive models of executive function in that: (1) with better 
response inhibition abilities, the distraction task was performed faster with less 
response variation; with better interference inhibition abilities, the distraction task was 
performed with less response variation and fewer errors, (2) with better working memory 
abilities, the number of errors made on the distraction task decreased and (3) with 
better switching abilities, more attention to the distraction task was reported. Results 
concerning the relationship between inhibition abilities and distraction task performance 
replicate preliminary findings in a university student population which showed a 
relationship between response inhibition and distraction task performance and extend 
those findings to the role of interference inhibition. Although this relationship is not 
strong (r<.33), it appears to be consistent and indicates that inhibition abilities could be 
important in focussing on a task despite pain. Future research should further investigate 
the relationship between inhibition and distraction effectiveness, including measures of 
interference and response inhibition.  
Further, it has been assumed that distraction would be more effective in 
individuals with stronger task switching abilities as they are likely better able to switch 
their attention back to the distraction task whenever pain interferes. Results of this study 
provide support for this hypothesis as schoolchildren with better switching abilities 
reported more attention to the distraction task. Results however contradict the results in 
a preliminary study, which indicated that young adult students with better switching 
abilities reported less attention to the distraction task [82]. This discrepancy suggests 
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that the relationship between task switching and distraction effectiveness might be 
determined by other factors, such as motivation. Good task switching capacities might 
also allow individuals to pay attention to the distraction task and pain at the same time, 
if one is motivated to pay attention to the pain.    
This study has a strong methodological design as it has taken into account the 
most common methodological problems raised in distraction research (see [23] for a 
review; [63]). For instance, we used a stimulus of moderate pain intensity to optimize 
the chance of finding a standard distraction effect before testing our hypothesis about 
the modulation of distraction effectiveness by executive functioning abilities [24]. We 
assessed pain after, rather than during the CPT to avoid interference with the distraction 
process, and used different items to measure pain intensity and affect. The use of the 
CPT was standardized in terms of instructions, immersion duration and exclusion 
criteria [86]. We used a control group, which was instructed to avoid the use of 
spontaneous distraction techniques, and concealed the true purpose of the study to 
control for bias from participant belief in the putative effectiveness of distraction [55]. 
Finally, we used a distraction task that had all the necessary qualities to be effective in 
reducing pain as it was attention-demanding [76,77], directed attention to an external 
cue [44], involved another perceptual modality [85], was made motivationally relevant 
[75] and has been proven successful in previous research [32,74,81]. We also 
investigated the engagement with the distraction task [23].  
Despite the strengths, there were some limitations associated with this study. 
First, participants in this study were generally healthy schoolchildren and the painful 
stimulation was created and delivered in the laboratory. Further research is needed to 
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demonstrate whether our results can be replicated in a sample of children experiencing 
clinically relevant pain. Second, pain was induced with the CPT. Although this is a well 
validated pain inducing method often used in distraction research in children [86], the 
pain experience may however fluctuate during immersion, with the pain increasing 
rapidly in the beginning of the immersion (as a result of vasoconstriction), and the pain 
leveling off after two to four minutes [23,35,86,87]. We have therefore used a fixed 
immersion paradigm of one minute instead of a pain tolerance paradigm to ensure that 
all children would experience the same nociceptive stimulation and our self-report 
measure of pain was not confounded by immersion duration. Third, other factors in 
addition to executive functioning might influence distraction effectiveness (e.g. pain 
related affect,  preferred coping style, temperament, self-efficacy) and may explain why 
distraction did not impact the pain experience in this study [47,63,64,81]. Fourth, we 
wanted to increase the possibility of finding a standard distraction effect before 
examining the moderating role of executive functioning and therefore increased the 
motivation to perform the distraction task [75]. The relationship between executive 
functioning and distraction effectiveness might be influenced by motivation, but the 
current research design does not allow this hypothesis to be tested. An additional 
consideration to be addressed in future research is the possibility that the lack of effect 
on pain in this study could have occurred if participants were able to switch attention 
briefly to pain during the time gaps between trials. Alternatively, a similar problem could 
occur if pain continued in the affected hand after being removed from the water when 
the distracting task ended. This could have resulted in a similar experience to the non-
distracted participants. As well, our choice to use a developmental sample may have 
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increased the variance on one or more of the above mentioned factors. While this broad 
sample strengthens our generalizability to a community sample, it may have made it 
more difficult ascertain how distraction specifically affects the pain experience at a given 
developmental stage. Finally, although the RIR-task is a valid task for investigating 
effectiveness of distraction in a fundamental way, it differs from the usual distracting 
tasks used in everyday life. Future research should demonstrate whether results are 
generalizable using other distraction tasks. Such research should also explore whether 
tasks that have a higher attentional demand may have a stronger effect on pain 
intensity and pain affect. It may also be that the effects of distraction will be seen most 
strongly when the distraction task is highly demanding and when the pain being 
experienced is high [22,23]. Finally, the fact that this distraction task was successful in 
adults but not in this pediatric sample suggests that further research is required to 
examine factors associated with this difference. 
Despite these limitations, the present study clearly shows an association 
between executive functioning and the engagement with a concurrent task during pain, 
with strong support for the role of inhibition. Importantly, participants with increased 
inhibition and working memory abilities had improved distraction task performance. 
These skills that will be useful to target in future research and highlight that these 
individuals may be more likely to effectively deal with affective components of painful 
stimuli. An important relationship was also noted between executive functioning and 
pain affect, suggesting that those with stronger inhibition and working memory abilities 
had less stressful and unpleasant pain experiences. This suggests that executive 
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functioning abilities may not necessarily be involved in directing attention away from 
pain, but might instead be involved in the overall experience of pain.    
 
ACKNOWLEDGEMENTS 
The authors thank Sarah Verschuere, Frederik Gevaert, Eva van de Vivere, Sarah 
Nachtegael, Line Caes and Ake Arnauts for their help with the data input, Pascal 
Mestdagh for technical support and Dimitri Van Ryckeghem and Lies Notebaert for their 
help with the data-analysis. We also thank Michelle Verrier for her assistance with 
editing and reformatting the manuscript. Preparation of this paper was partly supported 
by Grant BOF/GOA2006/001 of Ghent University. There are no conflicts of interest that 




[1] Aiken LS, West SG. Multiple regression: testing and interpreting interactions. 
Newbury Park, CA: Sage; 1991. 
[2] Apkarian M, Bushnell C, Treede R, Zubieta J. Human brain mechanisms of pain 
perception and regulation in health and disease. Eur J Pain 2005; 9: 463-484.   
[3] Aron AR, Robbins TW, Poldrack RA. Inhibition and the right inferior frontal cortex. 
Trends Cogn Sci 2004; 8: 170–177. 
[4] Arts SE, Abu-Saad HH, Champion GD, Crawford MR, Fisher RJ, Juniper KH, Ziegler 
JB. Age-related response to lidocaine-prilocaine (EMLA) emulsion and effect of music 
distraction on the pain of intravenous cannulation. Pediatrics 1994; 93: 797-801. 
[5] Benedetti F. Placebo Analgesia. Neurol Sci 2006; 27:100-102. 
[6] Berti AE, Bombi AS. The development of the concept of money and its value: A 
longitudinal study. Child Dev 1981; 52: 1179-1182. 
[7] Bonner SE, Sprinkle GB. The effects of monetary incentives on effort and task 
performance: Theories, evidence, and framework for research. Account Organ Soc 
2002; 27: 303-345. 
[8] Buhle J, Wager TD. Performance-dependent inhibition of pain by executive working 
memory task. Pain 2010; 49:19-26. 
[9] Carlson KL, Broome M, Vessey JA. Using distraction to reduce reported pain, rear, 
and behavioral distress in children and adolescents: a multisite study. J Spec Pediatr 
Nurs 2000; 5: 75-85. 
[10] Cassidy K, Reid GJ, McGrath PJ, Finley GA, Smith DJ, Morley C, Szudek EA, 
Morton B. Watch Needle, Watch TV: Audiovisual distraction in preschool immunization. 
Pain Med 2002; 3: 108-118. 
27 
 
[11] Cepeda NJ, Kramer AF, Gonzales de Sather JCM. Changes in executive control 
across the life span. Examination of task-switching performance. Dev Psychol 2001; 37: 
715-730.  
[12] Chambers R, Chuen Yee Lo B, Allan NB. The impact of intensive mindfulness 
training on attentional control, cognitive style and affect. Cogn Ther Res 2008; 32: 303-
322.  
[13] Chambers CT, Taddio A, Uman LS, McMurtry CM. Psychological interventions for 
reducing pain and distress during routine childhood immunizations: A systematic review. 
Clin Ther 2009; 31: 77-103.  
[14] Cohen J. Statistical power analysis for the behavioral sciences. San Diego, CA: 
McGraw-Hill; 1988. 
[15] Crone EA, Bunge SA, van der Molen MW, Ridderinkhof KR. Switching between 
tasks and responses: a developmental study. Developmental Sci 2006; 9: 278–287. 
[16] Crone EA, Wendelken C, Donohue SE, Bunge SA. Neural evidence for dissociable 
components of task-switching. Cereb Cortex 2005; 16: 475-486. 
[17] Dalton P, Lavie N, Spence C. The role of working memory in visual selective 
attention. Science 2009a; 291:1083-1806. 
[18] Dalton P, Santangelo V, Spence C. The role of working memory in auditory 
selective attention. Q J Exp Psychol 2009b; 62: 2126-2132. 
[19] de Fockert JW, Rees G, Frith CD, Lavie N. The role work working memory in visual 
selective attention. Science 2001; 291: 1803-6. 
[20] DeMore M, Cohen L. Distraction for pediatric immunization pain: A critical review. J 
Clin Psychol Med 2005; 12: 281-291. 
28 
 
[21] Dick BD, Rashiq S. Disruption of attention and working memory traces in 
individuals with chronic pain. Anesth Analg 2007;104:1223-1229. 
[22] Eccleston C. Chronic pain and distraction: An experimental investigation into the 
role of sustained and shifting attention in the processing of chronic persistent pain. 
Behav Res Ther 1995a; 33: 391-405. 
[23] Eccleston C. The attentional control of pain: Methodological and theoretical 
concerns. Pain 1995b; 63: 3-10. 
[24] Eccleston C, Crombez G. Pain demands attention: A cognitive-affective model of 
the interruptive function of pain. Psychol Bull 1999; 125: 356-366.  
[25] Everling S, Fisher B. The antisaccade: A review of basic research and clinical 
studies. Neuropsychologia 1998; 36: 885-99. 
[26] Evers A, Van Vliet-Mulder JC, Groot CJ. Documentatie van tests en testresearch in 
Nederland. Assen: Van Gorcum & Comp; 2000. 
[27] Eysenck MW, Derakshan N, Santos R, Calvo MG. Anxiety and cognitive 
performance: Attentional control theory. Emotion 2007; 7: 336-53.  
[28] Fisk JE, Sharp CA. Age-Related Impairment in Executive Functioning: 
Updating, Inhibition, Shifting, and Access. J Clin Exp Neuropsyc 2004; 26: 874–890.   
[29] Forster S, Lavie N. High perceptual load makes everybody equal: Eliminating 
individual differences in distractibility with load. Psychol Sci  2007; 18: 377-81.           
[30] Friedman NP, Miyake A. The relations among inhibition and interference control 
functions: A latent-variable analysis. J Exp Psychol 2004; 13: 101-135. 
[31] Gaffney, A, McGrath, PJ, Dick, BD. Measuring pain in children: Developmental and 
instrument issues. In Schechter, N, Berde, C, and Yaster, M. (Eds.), Pain in Infants, 
29 
 
Children, and Adolescents (2nd edition). Williams & Wilkins: Baltimore. 2003. 
[32] Goubert L, Crombez G, Eccleston C, Devulder J. Distraction from chronic pain 
during a pain-inducing activity is associated with greater post-activity pain. Pain 2004; 
110: 220-227. 
[33] Grisart J, Van der Linden M, Masquelier E. Controlled processes and automaticity 
in memory functioning in fibromyalgia patients: Relation with emotional distress and 
hypervigilance. J Clin Exp Neuropsyc 2002; 24: 994-1009.  
[34] Grunberg NE, Anthony BJ. Monetary awareness in children. Basic App Soc Psych 
1980; 1: 343–350.  
[35] Handwerker HO, Kobal G. Psychophysiology of experimentally induced pain. 
Physiol Rev 1993; 73: 639-671. 
[36] Hart RP, Martelli MF, Zasler ND. Chronici pain and neuropsychological functioning. 
Neuropsychol Rev 2000; 10: 131-49. 
[37] Hasenbring M, Marienfeld G, Kuhlendahl D, Soyka D. Risk factors of chronicity in 
lumbar disc patients. A prospective investigation of biologic, psychological, and social 
predictors of therapy outcome. Spine 1994; 19: 2759–2765. 
[38] Hart RP, Martelli MF, Zasler ND. Chronic Pain and Neuropsychological 
Functioning. Neuropsychol Rev  2000; 10: 131-149. 
[39] Heyneman NE, Fremouw WJ, Gano D, Kirkland F, Heiden L. Individual differences 




[40] Holmbeck GN. Toward terminological, conceptual and statistical clarity in the study 
of mediators and moderators: Examples from the child-clinical and pediatric psychology 
literatures. J Consult Clin Psych 1997; 65: 599-610. 
[41] Homack S, Riccio CA. A meta-analysis of the sensitivity and specificity of the 
Stroop Color and Word Test with children. Arch Clin Neuropsych 2004; 19: 725-743.  
[42] Huizinga M, Dolan CV, van der Molen MW. Age-related change in executive 
function: Developmental trends  and a latent variable analysis. Neuropsychologia 2006; 
44: 2017-2036.  
[43] Jaaniste T, Hayes B, von Baeyer CL. Effects of preparatory information and 
distraction on children’s cold-pressor pain outcomes: A randomized controlled trial. 
Behav Res Ther 2007; 45: 2789–2799. 
[44] Johnson MH, Breakwell G, Douglas W, Humphries S. The effects of imagery and 
sensory detection distractors on different measures of pain: How does distraction 
works? Br J Clin Psychol 1998; 37: 141-154.  
[45] Jurado MB, Rosselli M. The elusive nature of executive functions: A review of 
our current understanding. Neuropsychol Rev 2007; 17: 213–233. 
[46] Kahneman D, Fredrickson BL, Schreiber CA, Redelmeier DA. When more pain is 
preferred to less - adding a better end. Psychol Sci 1993; 4: 401-405. 
[47] Kleiber C, Harper DC. Effects of distraction on children’s pain and distress during 
medical procedures: A meta-analysis. Nurs Res 1999; 48: 44-49.  
[48] Kohls G, Peltzer J, Herpertz-Dahlmann B, Konrad K. Differential effects of social 
and non-social reward on response inhibition in children and adolescents. 
Developmental Sci 2009; 12: 614–625. 
31 
 
[49] Kort W, Schittekatte M, Dekker PH, Verhaeghe P, Compaan EL, Bosmans M, et al. 
WISC-III NL . Handleiding en verantwoording. Nederlandse bewerking. London: Harcourt 
Test Publishers; 2005. 
[50] Koyama Y, Koyama T, Kroncke AP, Coghill RC. Effects of stimulus duration on 
heat induced pain: the relationship between real-time and post- stimulus pain ratings. 
Pain 2004; 107: 256-266. 
[51] Lavie N., de Fockert J. The role of working memory in attentional capture. Psychon 
B Rev 2005; 12: 669-674. 
[52] Leavitt F, Katz R. Distraction as a key determinant of impaired memory in patients 
with fibromyalgia. J Rheumatol 2006; 33: 127–32.  
[53] Legrain V, Van Damme S, Eccleston C, Davis KD, Seminowicz DA, Crombez G. A 
neurocognitive model of attention to pain: Behavioral and neuroimaging evidence. Pain 
2009; 144: 230-232. 
[54] Lehto JE, Juujärvi P, Kooistra L, Pulkkinen L. Dimensions of executive functioning: 
Evidence from children. Brit J Dev Psychol 2004; 21: 59–80.  
[55] Leventhal H. I know distraction works even though it doesn’t! Health Psychol 1992; 
11: 208-209. 
[56] Leventhal H, Brown D, Shacham S, Engquist G. Effects preparatory information 
about sensations, threat of pain, and attention on cold pressor distress. J Pers Soc 
Psychol 1979; 37: 688-714. 
[57] Manne SL, Redd WH, Jacobsen PB, Gorfinkle K, Schorr O. Behavioral intervention 




[58] Meiran N, Chorev Z, Sapir A. Component processes in task switching. Cognitive 
Psychol 2000; 41: 211–253.  
[59] Miller EK, Cohen JD. An integrative theory of prefrontal cortex function. Annu Rev 
of Neurosci 2001; 24:167–202. 
[60] Miyake A, Friedman NP, Emerson MJ, Witzki AH, Howerter, A. The unity and 
diversity of executive functions and their contributions to complex “frontal lobe” tasks: 
a latent variable analysis. Cognitive Psychol 2000; 4: 49-100. 
[61] Nigg JT. On inhibition/disinhibition in developmental psychopathology: Views of 
cognitive and personality psychology and a working inhibition taxonomy. Psychol Bull 
2000; 126: 220-246.  
[62] Oosterman JM, Dijkerman HC, Kessels RPC, Scherder EJA. A unique association 
between cognitive inhibition and pain sensitivity in healthy participants. Eur J Pain (in 
press).  
[63] Piira T, Hayes B, Goodenough B. Distraction methods in the management of 
children’s pain: An approach based on evidence or intuition? Suff  Child 2002; 1: 1-10. 
[64] Piira T, Hayes B, Goodenough B, von Baeyer CL. Effects of attentional direction, 
age, and coping style on cold-pressor pain in children. Behav Res Ther 2006; 44: 835-
848.   
[65] Powers SW. Empirically supported treatments in pediatric psychology: Procedure-
related pain. J Pediatr Psychol 1999; 24: 131-145. 
[66] Roberts AC, Wallis JD. Inhibitory control and affective processing in the prefrontal 




[67] Rushworth M, Walton M, Kennerley S, Bannerman D. The role of medial frontal 
cortex in making decisions and changing tasks. Int J Psychol 2004; 39: 514. 
[68] Sarter M, Gehring WJ, Kozak R. More attention must be paid: The neurobiology of 
attentional effort. Brain Res Rev 2006; 51: 145-60. 
[69] Schmitz N, Arkink EB, Mulder M, Rubia K, Admiraal-Behloul F, Schoonman GG, 
Kruit MC, Ferrari MD, van Buchem MA. Frontal lobe structure and executive function in 
migraine patients. Neurosci Lett 2008; 440: 92–96.  
[70] Stroop JR. Studies of interference in serial verbal reactions. J Exp Psychol 1935; 
18: 643–662. 
[71] Taylor LM, Espie CA,  White CA. Attentional bias in people with acute versus 
persistent insomnia secondary to cancer. Behav Sleep Med 2003; 1: 200-12. 
[72] Tracey I, Mantyh PW. The cerebral signature for pain perception and its 
modulation. Neuron 2007; 55: 377-391. 
[73] Uman LS, Chambers CT, McGrath PJ, Kisley S. A systematic review of randomized 
controlled trials examining psychological interventions for needle-related procedural 
pain and distress in children and adolescents: An abbreviated Cochrane review. J 
Pediatr Psychol 2008; 33: 842-854. 
[74] Van Damme S, Crombez G, Van Nieuwenborgh-De wever K, Goubert L. Is 
distraction less effective when pain is threatening? An experimental investigation with 
the cold pressor task. Eur J Pain 2008; 12: 60-67.          
[75] Van Damme S, Legrain V, Vogt J, Crombez G. Keeping pain in mind: A 
motivational account of attention to pain. Neurosci Biobehav Rev 2010; 34: 204-213. 
34 
 
[76] Vandierendonck A, De Vooght G, Van der Goten K. Does random time interval 
generation interfere with working memory executive functions? Eur J Cogn Psychol 
1998a; 10: 413-442.  
[77] Vandierendonck A, De Vooght G, Van der Goten K . Interfering with the central 
executive by means of a random interval repetition task. Q J Exp Psychol 1998; 51:197-
218.  
[78] Vandierendonck A, Liefooghe B, Verbruggen F. Task switching: Interplay of 
reconfiguration and interference control. Psychological Bulletin 2010; 136: 601-626. 
[79] Varni JW, Thompson KL, Hanson V. The Varni Thompson Pediatric Pain 
Questionnaire. Chronic musculoskeletal pain in juvenile rheumatoid-arthritis. Pain 1987; 
28: 27-38. 
[80] Vase L, Riley JL, Price DD. A Comparison of placebo effects in clinical analgesic 
trials versus studies of placebo analgesia. Pain 2002; 77: 443-452. 
[81] Verhoeven K, Crombez G, Eccleston C, Van Ryckeghem DML, Morley S, Van 
Damme S. The role of motivation in distracting attention away from pain: an 
experimental study. Pain 2010; 149: 229-234. 
[82] Verhoeven K, Van Damme S, Eccleston C, Van Ryckeghem DM, Legrain V, 
Crombez G. Distraction from pain and executive functioning: an experimental 
investigation of the role of inhibition, task switching and working memory. Eur J Pain. 
2011;15(8):866-73.  
[83] Vervoort T, Caes L, Trost Z, Sullivan MJL, Vangronsveld K, Goubert L, Social 
modulation of facial pain display in high catastrophizing children: an 
observational study in schoolchildren and their parents. Pain (in press). 
35 
 
[84] Vessey JA, Carlson KL, McGill J. Use of distraction with children during an acute 
pain procedure. Nurs Res 1994; 43: 369-372. 
[85] Villemure C, Bushnell MC. Cognitive modulation of pain: How do attention and 
emotion influence pain processing? Pain 2002; 95: 195-199. 
[86] von Baeyer CL, Piira T, Chambers CT, Trapanotto M, Zeltzer LK. Guidelines for 
the cold pressor task as an experimental pain stimulus for use with children. J Pain 
2005; 6: 218-227. 
[87] Walsh NE, Schoenfeld L, Ramamurthy S, Hoffman J. Normative model for cold 





Table 1: Cognitive performance data 
  
 Note: Reaction times (RT) are presented in ms, self-report measurements in mm; (a) p=.06, *p<.05; *p<.01  
Means, standard deviations and Pearson correlations of executive functions, distraction task (RIR) performance measures, self-reported 
distraction task engagement, self-reported attention to pain and pain experience in the distraction group
 M(SD) 1 2 3 4 5 6 7 8 9 10 11 12 
Executive functioning               
1. Response inhibition  435 (127) - .10 .21 -.10 .22 (a) .28* -.003 .06 -.004  .14 .15 
2.  Interference inhibition  31.44 (15.75)  - -.09 -.24* -.02 .31** .32** -.01 -.13  .09 -.18 
3. Switching 219 (186)   - -.14 .08 .01 -.02 -.26* .18  -.07 .03 
4. Working memory 14.85 (3.43)    - .04 -.17 -.38** .16 -.19  -.04 -.14 
Distraction task 
performance  
             
5. Reaction times  254 (69)     - .58** -.22 (a) -.001 .05  .11 .09 
6. Response variation  69 (30)      - .13 -.23* .19  .11 .18 
7. Errors 1.28 (1.60)       - -.15 -.01  .02 -.01 
Self-reported distraction 
task engagement 
             
8. Attention to RIR 77 (25)        - -.46**  -.12 -.27* 
9. Importance to perform RIR              
Self-reported attention to 
pain and pain experience 
             
10. Attention to pain -34 (36)         -  .17 .42** 
11. Pain intensity 89 (46)           - .55** 
12. Pain affect 9 (36)            - 
2 
 
Table 2: Regression results.  
        
             Note: Standardized betas of the last step are displayed, (a) p=.05, *p< 05, **p<.01,***p<.001  
 
Hierarchical regression analyses with group, inhibition, switching and memory capacity as 
predictors and attention to pain, pain intensity and pain affect as criterion variables. 
Criterion variables Step Predictor β ΔR² Adj R2 
Attention to pain  1 Age .04 .01 .001 
  Sex .11   
 2 Group -.61*** .40*** .39*** 
  Response inhibition  -.03   
  Interference inhibition -.12   
  Switching .05   
  Working memory -.01   
 3 Group x Response inhibition -.01 .02 .39*** 
  Group x Interference inhibition .03   
  Group x Switching .04   
  Group x Working memory -.14*   
Pain intensity  1 Age -.03 .01 -.001 
  Sex .04   
 2 Group -.08 .03 -.003 
  Response inhibition  .13   
  Interference inhibition .06   
  Switching -.09   
  Working memory -.001   
 3 Group x Response inhibition .003 .00 -.03 
  Group x Interference inhibition .01   
  Group x Switching -.01   
  Group x Working memory .01   
Pain affect  1 Age .20 (a) .03 .02 
  Sex .12   
 2 Group .002 .06 .04(a) 
  Response inhibition  .17*   
  Interference inhibition -.01   
  Switching .07   
  Working memory -.19*   
 3 Group x Response inhibition .01 .02 .04 
  Group x Interference inhibition -.06   
  Group x Switching -.09   
  Group x Working memory .06   
